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Application for AHCCCS Health Insurance
Including KidsCare

Use this application to ask for medical coverage for yourself,
someone in your family, or for someone you are representing.

Tear off pages A, B, C, and D and keep for your records.

Covered Medical Services

Doctor’s Visits
Specialist Care
Transportation to Doctor*
Hospital Services
Emergency Care
Pregnancy Care
Podiatry Services
Surgery Services

Immunizations (shots) Glasses*
Physical Exams
Behavioral Health*
Family Planning
Lab and X-rays
Prescriptions

Annual well women exams

See page C for more information about how you get medical services.
*Coverage of these services may be limited depending on the program.

Vision Exams*
Dental Screening*
Dental Treatment*

Hearing Exams*

Hearing Aids*

You can also use this form to ask for help with your Medicare premiums, coinsurance, and deductibles if you
have or could have Medicare. This is called Medicare Cost Sharing.

Eligibility specialists from AHCCCS, DES, or KidsCare will review your application for AHCCCS Health
Insurance. They will contact you if they need more information. You may need to have an interview in person

or by telephone.

What does AHCCCS Health Insurance cost you?

Premiums

Most people do not have to pay a monthly
premium for AHCCCS Health Insurance. Some
people with income too high to qualify for AHCCCS
Health Insurance with no monthly premium may be
able to get it by paying a monthly premium. If you
have to pay a premium, the premium amounts are:

e $10 - $35 per household for all children

e $15 - $25 per parent (This health insurance
may be suspended if funding is not available.)

e  $10 - $35 per person for employed people with
disabilities

If you need to pay a premium to AHCCCS, we will

send you a letter telling you the amount and when
the premium is due.

Co-payments
A co-payment is the amount you pay a health care

provider when you receive a medical service.

Co-payments for services are as follows:

e  Physician visits $0 to $1

e Non-emergency use of the Emergency
Room $0 to $1

Enrollment Fees

Parents who have to pay a monthly premium must
pay a one-time enrollment fee. The enrollment
fee is billed with the first month's premium. The
enrollment fees are:

e  $15- 25 per parent

Applying for Children or
Children and Adults

Applying for Adults Only

If you have questions or need an interpreter, call
(602) 417-5437 from area codes 480, 602 or 623
or toll free at
1-877-764-5437 from area codes 520 or 928.

Complete and mail only pages 1 - 7 to:

920 E. Madison, MD 500
Phoenix, Arizona 85034

If you have questions or need an interpreter, call
(602) 417-5010 from area codes 480, 602 or 623
or toll free at
1-800-528-0142 from area codes 520 or 928.

Complete and mail only pages 1 - 7 to:

1209 E. Washington, MD 4900
Phoenix, Arizona 85034
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Tear off this page for your records

Instructions for Completing This Application
Who to include on the application:

If you are applying for yourself, your spouse, or children (younger than age 19) in your family, include information about yourself and
everyone who lives with you and is:
e Your spouse;
Your child (includes your stepchild);
Your child's child(ren);
Your child's spouse;
Your child’s other parent;
Your parent(s) if you are under age 19;
A child related to you who you are caring for; and
Your child age 19 through 21 who is a student.

Include a person who normally lives with you but is temporarily not with you because the person is or because the person working or

is a child attending school.

If someone included on the application is pregnant, be sure to tell us. For some programs, children who are not yet born are

counted as household members, which allows the family to have a higher income limit.

If you are applying for someone not listed above (your parent, child who is age 19 or older, grandparent, friend, etc.), complete another
application. Include the persons who are related to the person for whom you are applying (see list above). The person for whom you are
applying needs to either sign the application on page 7 or complete Section E on page 1.

To speed up the processing of your application, send the information listed below with your application.

U Wages: Copies of check stubs or a statement from the employer showing the gross earnings last month and this month of everyone
listed on this application. If you are paid according to a contract, send a copy of the contract. If someone listed on the application

lost a job within the last two months, send proof of the last day worked and the gross amount of the last check received.

O Self-Employment: Copies of current Federal tax forms: 1040, SE and applicable schedules such as C, C-EZ, E, F, K-1, or proof of
business income and expenses for the last calendar month. Proof of business income includes records, journals, or financial
statements that show the date the income was received and the amount of income. Proof of business expenses includes receipts, hills,

or canceled checks that show the date, the amount, and the type of expense.
U Child Support: Copies of the court order or child support payment history.

O Other Income: Proof of any other income or money received this month and last month from any source or for any reason. This
includes letters from the Social Security Administration, Veterans Administration, Railroad Retirement, or other retirement or disability

pension.
Resources: Some programs have a resource limit. You may be asked to send proof of your resources.

(M

Some programs require a period without health insurance prior to eligibility.

Health Insurance: Copies of insurance ID cards for persons who are applying but who are currently covered by other health insurance.

O Citizenship: Copies of both sides of citizenship or immigration documents for persons who want AHCCCS Health Insurance and were
not born in the United States or its territories. Receiving AHCCCS Health Insurance (except nursing home care) will not affect
anyone’s immigrant status. AHCCCS will not report any information to the United States Citizenship and Immigration Service

(USCIS, formerly INS).
Daycare: Proof of amount billed for the care of a child or incapacitated adult so an adult in the household can work.
Pregnancy: A signed letter from your doctor or nurse giving the expected date of delivery.

ooOo

Health Plan: Choose a health plan from the choices on the next page. We can help you if you have any questions about enrolling

with an AHCCCS health plan, need an interpreter, or if you are visually or hearing impaired and need special accommodations to choose
a health plan or to understand the information. If you are calling from area codes 480, 602 or 623 call (602) 417-7100 or TDD (602) 417-

4191 or from area codes 520 or 928 call toll free at 1-800-334-5283 or TDD 1-800-826-5140.

If you are approved for AHCCCS Health Insurance, you will receive your health care from an AHCCCS Health Plan unless:
e You are Native American and you choose Indian Health Services (IHS) as your health plan

e You are just asking for help with your Medicare costs. If you are approved for one of the Medicare Cost Sharing programs,

AHCCCS may pay your Medicare premiums and Medicare coinsurance and deductibles, or

e AHCCCS can only pay for your emergency services because of your status with the United States Citizenship and Immigration
Services. If you are approved for emergency services only, you may receive medical services from any provider (doctor, hospital,

etc.) that has an agreement to bill AHCCCS for covered emergency services.

Please answer all questions. Use a pen, and print your answers clearly.
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Please choose either a Health Plan that serves your county or IHS. Write your choice on page 1.

e YOU NEED TO CHOOSE A HEALTH PLAN THAT SERVES YOUR COUNTY. All AHCCCS health plans provide the covered medical services listed
on page A. If you are approved for emergency services only or Medicare Cost Sharing only, you will not be enrolled in an AHCCCS Health Plan.
o Review the health plans for your county listed below. If you are Native American and can receive services from |HS, you may choose IHS or an

AHCCCS Health Plan.

» Before choosing, check with your doctor, pharmacy or hospital, to see if they contract with (work with) the plan that you want. If you want more
information about the doctors, specialists or hospitals that contract with a health plan that serves your county, call the number listed below for
the health plan or ask your Eligibility Specialist to show you the health plan’s list of health care providers.

e Select a health plan. If you do not choose a health plan, one will be assigned to you. If you have been enrolled in an AHCCCS health plan within

the past 90 days, you may be enrolled with your previous health plan.

APACHE COUNTY

Health ChOICE ..o s 1-800-322-8670
Arizona Physicians, IPA .. 1-800-348-4058
Indian Health SEIVICE.............ouurivriiii s 928-729-7001
If your zip code is 85943, you must choose from among the health plans listed under
Navajo County.

COCHISE COUNTY

METCY Care Plan ..........cvvorerirriieerisereiscerisssesesseesssssessesessssseeenaes 1-800-624-3879
Arizona PhySICians, IPA .........c.coormierieninessinesesssssesessiees 1-800-348-4058

Indian Health Service....... ... 520-295-2495
COCONINO COUNTY

HEAIth ChOICE ...vvovvveiciesiere et 1-800-322-8670
Arizona Physicians, IPA .. 1-800-348-4058
Indian Health SEIVICE. ... sssssssnees 928-283-2501
If your zip code is 86336 or 86340, you must choose from among the health plans listed

under Yavapai County.

GILA COUNTY
HEAIth CROICE .....oouvcerreeceeeiecee ettt 1-800-322-8670
PHP/Community CONNECHON..........c.evreeereieireetseerneesereesssesssssesseens 1-800-747-7997
Indian Health SEIVICE. ..........cvvurireirieirsssess s 928-475-2371
GRAHAM COUNTY
METCY Care Plan ..........ccvveeermrriieeniseriiessisesssessisessssses s 1-800-624-3879
Arizona Physicians, IPA .. 1-800-348-4058
Indian Health SEIVICE..........courvvrriicerinrreieerisree s 928-475-2686
If your zip code is 85643, you must choose from among the health plans listed under
Cochise County.
GREENLEE COUNTY
MEICY Care PIAN .......coevvervrerieririeriesisesssssssssse s sessssses s ssssssessssssns 1-800-624-3879
A 1iZONa PhySICIANS, IPA .......covvevrresrissiesesssssssiss s sssssssssssesssensns 1-800-348-4058
Indian Health SEIVICE. ... snssssees 928-475-2371
LA PAZ COUNTY
MEICY Care PIAN .......couevvciereeririeriesisessssisssse st ssssssessssssns 1-800-624-3879
Arizona Physicians, IPA 1-800-348-4058
Indian Health SEIVICE. ...t enssensssnees 928-669-2137
MARICOPA COUNTY
Maricopa Health Plan .........c.cvrirncnninninenessesseesseeesessssssssenens 1-800-582-8686
PHP/Community CONNECHON..........c.evreeeereieieeerecrssesereesssesssssesseens 1-800-747-7997
OO 1-866-560-4042
Health ChoiCe AIZONA. ..o 1-800-322-8670
Arizona PhYSICIaNS, IPA ..o 1-800-348-4058
METCY Care Plan ..........ccvueivmeriiceriseriisessisessses s 1-800-624-3879
INdian HEalth SEIVICE...........ccvvuiveeriirriner e 602-263-1200

MOHAVE COUNTY

HEAIh ChOICE ..ot 1-800-322-8670
Arizona Physicians, IPA .. ..1-800-348-4058
Indian HEalth SEIVICE ........ccovveveiiieiesesee s 928-769-2204

If your zip code is 86434, you must choose from among the health plans listed under
Yavapai County.

NAVAJO COUNTY

HEAIh ChOICE .....vvvveceie st 1-800-322-8670
Arizona Physicians, IPA .. ..1-800-348-4058
Indian HEalth SEIVICE ........ccccocvveieieiiececeeeeee et 928-338-4911
PIMA COUNTY

Pima Health SYStem ..o esesssssssssssssssessssssssssenens 1-800-423-3801
Arizona Physicians, IPA .. .

Health Choice Arizona
Mercy Care Plan.........cocovvemeeneernverneeennns

University (not accepting new members) ..1-888-708-2930
INdian HEalth SEIVICE ........cvuuevirereriieeiceeriesisesiess e 520-295-2495
If your zip code is 85645, you must choose from among the health plans listed under
Santa Cruz County.

PINAL COUNTY

Health ChOICE ..........cciririin s 1-800-322-8670
PHP/Community Connection... ..1-800-747-7997

INdian Health SEIVICE .......c.cueviiniiiieissrssssess s 520-562-3321
If your zip code is 85342 or 85220, you must choose from among the health plans listed
under Maricopa County. If your zip code is 85292 you must choose from among the
health plans listed under Gila County.

SANTA CRUZ COUNTY

PIMa HEAIN ...ttt 1-800-423-3801
Arizona PhySICIanS, [PA .......c..oorrnrenrinreinsssssssssssessssssssssssessssssees 1-800-348-4058
Indian HEalth SEIVICE ..........cccocvveieieieececeeee e 520-295-2495
YAVAPAI COUNTY

MEICY Care PlAN .......c.ovveveriencissrieiiesssssssssssssssessssssssssessssssessssssssssssons 1-800-624-3879
Arizona Physicians, IPA .. ..1-800-348-4058
Indian HEalth SEIVICE ..ot 602-263-1200

If your zip code is 85342, 85358 or 85390, you must choose from among the health
plans listed under Maricopa County. If your zip code is 86351 you must choose from
among the health plans listed under Coconino County.

YUMA COUNTY

MEICY Care Plan ... ssssssssssssssssssssssens 1-800-624-3879
Arizona Physicians, IPA .. ..1-800-348-4058
Indian HEalth SEIVICE ........ccovviveiiieiesescee s 760-572-0217

How Does a Health Plan Work?
An AHCCCS health plan is like a health maintenance organization (HMO).

The health plan works with the health care providers (doctors, hospitals, pharmacies,

etc.) to provide all AHCCCS covered services.
The health plan will send you a member handbook once you are enrolled.

You can call the health plan if you have any questions about your benefits or services
or if you need an accommodation because of a disability or interpreter services. The

phone number for member or customer services can be found on your AHCCCS ID
Card and in your Member Handbook.
Your Primary Doctor and Specialists

You must choose your primary doctor or one will be assigned to you.
Once enrolled, you will get a list of primary doctors in your area from the health plan.
Your primary doctor will:

e Take care of your health care.

o Be the first person you go to for non-emergency medical care.

e Be responsible for authorizing your non-emergency medical services.

e Send you to a specialist when needed.
You have the right to change your primary doctor at any time by calling your Health
Plan’s member or customer services.

How Can | Get Behavioral Health Services?

You can go through your primary doctor, or
Call the behavioral health telephone number on your AHCCCS ID Card.
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Your AHCCCS ID Card
Your AHCCCS ID Card has your unique AHCCCS ID number.

e  Show the card when you get medical care (you may need to show a picture
ID as well).

®  Doctors, hospitals and pharmacists use your AHCCCS ID Card to obtain
faster verification of your eligibility.

e Keep your AHCCCS ID Card with you at all times.

e  Keep your AHCCCS ID Card in a safe place.

e Do not let anyone else use your AHCCCS ID Card or you may be
prosecuted.

What if | Have Medicare or Other Health Insurance?

e  Be sure to tell your health plan that you have Medicare or any other health
insurance.

e Ifyour doctor does not contract with your AHCCCS health plan, your doctor
must call the AHCCCS health plan to coordinate care or you may be
responsible for any Medicare or other health insurance co-payments or
deductibles.

e Ifyou are in another HMO, you should pick a primary doctor who works
with both your HMO and your AHCCCS health plan.

e Ifyou have your prescriptions filled at a pharmacy that works with your

AHCCCS health plan, you may not have to make Medicare or health

insurance co-payments. Call your AHCCCS health plan to find out what

your cost will be.




Tear off this page for your records.

Explanation of your rights and responsibilities
This section explains your rights. Please read it carefully.

Non-Discrimination

AHCCCS and DES do not discriminate on the basis of disability in admission to, access to or operation of its programs, activities,
services or in its employment practices. AHCCCS and DES comply with the Americans with Disabilities Act of 1990. If you are
visually or hearing impaired and need an accommodation or need a different format to complete this application, please contact the
AHCCCS Americans With Disabilities Act Coordinator at 602-417-4014 or 1-800-654-8713, ext. 74014.

Reporting Changes
If any information you have provided on this application changes before you receive a decision, call (602) 417-5010 in the Phoenix area
or toll free at 1-800-528-0142 statewide. Watch for more information about reporting changes in your decision letter.

Citizenship and Immigration Status

Anyone who wants AHCCCS Health Insurance (except for emergency medical care) must tell us his or her citizenship or immigration status.
Non-citizens must provide copies of any USCIS (formerly INS) cards or letters. If you are a sponsored alien, have your sponsor send in their
signed 1-864 Affidavit of Support. We may verify immigration documents with the USCIS (formerly INS), but we will not report information
to the USCIS (formerly INS). If you ask for or receive AHCCCS Health Insurance (except for nursing home care), it will not hurt the
immigration status of anyone in your household. You do not need to tell us about the citizenship, immigration status or place of birth, or
provide documents for anyone in your household who is not applying for AHCCCS Health Insurance.

Providing Social Security Numbers

Anyone who asks for AHCCCS Health Insurance must tell us his or her Social Security number or apply for one. If you do not have a Social
Security number, we can help you apply for one. We do not require a Social Security number for a person who is not asking for AHCCCS
Health Insurance, but you may give it voluntarily. Providing all Social Security numbers will help us verify family income. We use Social
Security numbers for computer matching with other state and federal agencies and to find out about your income and whether you have
Medicare. It also makes sure you are not approved for AHCCCS Health Insurance more than once at the same time. Immigrants who are
not legally able to obtain a Social Security number are not required to provide one. We will not use your Social Security number as your
AHCCCS identification number.

Hearing Rights

You have the right to ask for a hearing if:

e You have given all information and proof requested and you have not been told in writing within 45 days (or 90 days if a disability
determination is needed) whether your application is approved or denied,

o We deny your application, or stop or reduce your services, or

¢ You disagree with the amount of your co-payment or premium or an increase in your premium, if a premium is required.

The notice AHCCCS or DES sends you will tell you how to request a hearing, the date by which you must ask for a hearing, and will ask for

the reason you want a hearing.

Privacy Rights
AHCCCS or DES staff will not tell anyone what you tell us in this application unless you give us permission or state and federal law allow us
to.

Penalty Warning

Federal, state and local officials may check the truth of the information you provide on this application. You must not knowingly hold back or give
false information so you can receive or continue receiving AHCCCS Health Insurance. If something you tell us on this application is incorrect, we
may deny or stop AHCCCS Health Insurance. We will ask you to provide additional proof of any statements you make on your application that do
not match information we get from someone else. If you and/or your representative knowingly provide false information, you and/or your
representative will be subject to criminal prosecution, which could result in fines, imprisonment and/or other penalties under state or federal law.
You may also be required to pay AHCCCS for AHCCCS Health Insurance you received while you were not eligible.

Cooperation With AHCCCS and the Department of Economic Security (DES) in Processing your Application

The AHCCCS Administration or DES will see if you can get AHCCCS Health Insurance. Based on federal and state laws, a person who is
eligible for Medicaid cannot be approved for KidsCare. If someone listed on this application may be Medicaid eligible, your application will be
completed by DES or AHCCCS. You may be asked to provide more information. If you do not give the information or proof needed, your
application for AHCCCS Health Insurance cannot be approved.

For more information about your responsibilities, see page 7.
Page D
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Application for
AHCCCS Health Insurance

AHCCCS Please complete pages 1 - 7.

. Enter the name, address, and telephone number of the applicant or the responsible adult if you are applying for a child.

Name of applicant or responsible adult

Home Address APT# City State Zip Code County
Mailing Address APT# City State Zip Code
Home Telephone Work Telephone Message or Cell Telephone

. What language do you speak? O English O Spanish O Other

What language do you read? O English O Spanish O Other

. Is anyone included on this application pregnant? If pregnant, there is a higher income limit.
CINo Cdves I Yes, who; When is the baby due? How many babies expected?

. Enter a health plan that serves your county. Health plan choices are listed on page C.
My health plan choice is:

= If you want someone else to represent you complete section E. If not, go to page 2.<

. If you want to allow someone else to represent you or you have a legal guardian, provide the information below.

Representative’s Name

Representative’s Home Address APT# City State Zip Code County
Representative’s Mailing Address APT# City State Zip Code
Representative's Home Telephone Representative’s Second Telephone (work, message, cell) Representative’s Other Telephone (work, message, cell)

By signing below, | give permission for my representative to complete and sign my application. | swear under penalty of perjury that | will provide complete and
truthful information to my representative about my personal circumstances, and | agree to be bound by the statements made about me by my representative. In
addition, | give permissiion for my representative to provide any documents requested, including personal information; give permission to my representative to sign
on my behalf to permit other people, businesses, or agencies to give personal information about me to AHCCCS; and give permission for AHCCCS or DES to tell
my representative about my eligibility;

Signature of Applicant (not needed if you have a legal guardian or you are unable to sign because you are incapacitated) Date

F. Hospital/Organization/Agency Use Only O Inpatient O Treat & Release

Provide the information below if you wish to receive information about this applicant's eligibility. AHCCCS cannot share information about this applicant without
the applicant's written permission.

Hospital/Hospital's Agent/Organization/Agency Contact Person Telephone number

Address City, State, Zip

| give permission for AHCCCS, KidsCare or DES staff to tell the hospital, hospital agent, organization, or agency listed above:
e That | have applied for AHCCCS Health Insurance;

e The information or proof needed to see if | can get AHCCCS Health Insurance; and

e Whether | was approved or denied for AHCCCS Health Insurance and if denied, the reason.

Signature of Applicant Date

Eligibility Agency Use Only

Source Code/Referral Source Case # AHCCCS Tracking #
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Name

G. Enter information about the adults (age 19 or older) in the home. See page B for who to include on the application.
4 QUESTIONS ¥ 4 Adult1 & 3 Adult2 & 4 Adult3 &

1. Name IFirst MI IFirst MI IFirst MI

Write your answers |:|' > fLast |Last JLast

to all questions in

the next column. Other name(s) used Other name(s) used Other name(s) used
2. Birth Date

/ / / / / /

3. Social Security #

(Optional if not applying)
4. Sex Il:l Male [ Female ||:| Male [ Female Il:| Male [ Female
5. Marital Status Cmarried [ Divorced OImarried [ Divorced CImarried [ Divorced

Osingle O widowed Osingle O widowed Osingle O widowed

Spouse’s Name: Spouse’s Name: Spouse’s Name:

e E(ggggtg/al) ||:|Hispanic/Latino CINon-Hispanic/Latino ||:| Hispanic/Latino I:lNon-Hispanic/Latinoll:I Hispanic/Latino  CINon-Hispanic/Latino
7. Race CIwhite [CIBlack/African American  |CWhite OIBlackiAfrican American |CIWhite [CIBlackiAfrican American
gcs)elt?g;glr)]e or more) OlAsian CJAlaska Native Oasian CJAlaska Native OAsian [CJAlaska Native
P [CINative American [CINative American CINative American
Tribe: Tribe: Tribe:
CIHawaiian or other Pacific Islander CIHawaiian or other Pacific Islander [CIHawaiian or other Pacific Islander
8. Is this person an Arizona resident? II:IYes CINo Il:lYes CINo Il:lYes CINo
9. Is this person applying for AHCCCS[]Yes If no, you do not need to answer  i[]yes If no, you do not need to answer  I[vyes If no, you do not need to answer
Health Insurance? N questions 10 through 17 on this N questions 10 through 17 on this N questions 10 through 17 on this
0 page for this person. 0 page for this person. 0 page for this person.

DQnIy If you check “Only without a DQnIy If you check “Only without a DQnIy If you check “Only without a
withouta  premium”, we will not consider | Withouta premium, we will not consider | Withouta premium”, we will not consider
premium  this an application for programs premium  this an application for programs premium this an application for programs

that require a premium. that require a premium. that require a premium.
10. Does this person have Medicare? II:IYes CINo IDYes CINo IEIYes CINo
11. If _this person has Medic_are, does Oves CNo Oves CNo OVes CNo
this person want help with ) . !
Medicare Costs? OThat s all | want OThatis all | want OThatis all | want
12. Place of Birth OusA Ousa OusaA.
[ other Country [ other Country [ Other Country
13. US. C_itjzenship or Oves, a U.S. citizen OvYes, a U.S. citizen OvYes, a U.S. citizen
Non-citizen Status OINo, nota U.S. citizen ONo, nota U.S. citizen OINo, nota U.S. citizen
If no, what number is on your immigration If no, what number is on your immigration  |If no, what number is on your immigration
card? ID# A card? ID# A card? ID# A
14. Does this person or this person’s [Oves i ves, agency name: I0ves it Yes, agency name: [Oves ifves, agency name:
spouse work for a state agency?
(NS {EINo (NS
15. Is this person unable to work [Oves I0ves [Oves
because of a medical or mental Last day worked? ) Last day worked? [ Last day worked? I
condition or illness? When will this person be able to return When will this person be able to return When will this person be able to return
to work? to work? to work?
|CINo {CINo |CINo
16. Has this person or this person’s  |Cves If Yes, what is the name of the IOves If Yes, whatis the name of the IOves ifves, whatis the name of the
Spouse or deceased Spouse ever Company’_) company? company’?
worked for a government agency or
an employer with a pension plan?
1CINo {CINo |CINo
17. Is this person or this person’s IOves it Yes, what branch of the service? IOves it Yes, what branch of the service? IOves i Yes, what branch of the service?
spouse or deceased spouse a
veteran?
Military ID #: Military ID #: Military ID #:
Dates of Service: Dates of Service: Dates of Service:
CINo Ono CINo
{Notes
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Name

H. List information about all children younger than age 19 in the home. If there are more than four children in your home, please
attach an additional page for the other children and give the information asked for below.

Non-citizen Status

CINo, not a U.S. citizen

If no, what number is on your
immigration card? ID# A

CINo, not a U.S. citizen

If no, what number is on your
immigration card? 1D# A

CINo, nota U.S. citizen

If no, what number is on your
immigration card? ID# A

0 QUESTIONS ¥ 8 Child1 & 8 Child2 & &4 Child3 8 8 Child4 &
1. Child’s Name IFirst MI IFirst MI IFirst MI IFirst MI
[Last ILast JLast ILast
2. Birth Date / / / / / / / /
3. Social Security #
(Optional if not applying))
e ||:| Male [IFemale |I:| Male [IFemale [IMale [ClFemale |I:| Male [IFemale
5. Marital Status Osingle [ Divorced Osingle [ Divorced O single [ Divorced Osingle [ Divorced
O Married [ Widowed O Married [ Widowed O Married [ Widowed O Married [ Widowed
Spouse’s Name Spouse’s Name Spouse’s Name Spouse’s Name
6. Name of parent(s) |E| Mother [ Step-mother |E| Mother O Step-mother I Mother O Step-mother |E| Mother O Step-mother
living in the home
with the child or if noJ0 Father I Step-father |OFather O Step-father Iorather O Step-father O Father O Step-father
parent, name of
relative in the home [Other Relative Other Relative Other Relative Other Relative
and relationship. - S — -
Relationship Relationship Relationship Relationship
7. Ethnicity CHispanic/Latino CHispanic/Latino CIHispanic/Latino CHispanic/Latino
(Optional) CINon-Hispanic/Latino CINon-Hispanic/Latino CINon-Hispanic/Latino CINon-Hispanic/Latino
[8. Race CIwhite CJAlaska Native — |CIwhite ClAlaska Native  |CIwhite CJAlaska Native — |CIwhite CJAlaska Native
((S)elte_ct olne or more)| asjan Oasian Clasian Oasian
(Crpare) [CIBlack/African American [CIBlackiAfrican American [IBlack/African American [IBlackiAfrican American
CINative American [CINative American CINative American [CINative American
Tribe: Tribe: Tribe: Tribe:
CIHawaiian or other Pacific IsIanderll:lHawaiian or other Pacific Islander |CJHawaiian or other Pacific Islander ||:| Hawaiian or other Pacific Islander
9. Is this child an
Arizona resident? ||:|Yes CINo ||:|Yes CINo Clves CINo ||:|Yes CINo
10. Does this child CYes Amount: Oves Amount: Oves Amount: Oves Amount:
receive child CINo CINo CINo CINo
support?
11. Are you applying If no, you do not need to If no, you do not need to If no, you do not need to If no, you do not need to
for AHCCCS Health answer questions 12 answer questions 12 answer questions 12 answer questions 12
. [Hves through 16 on this page for Cves through 16 on this page for Clves through 16 on this page for Cves through 16 on this page for
Insurance for this 0 , . n : 0 ,
child? No this person. No this person. No this person. No this person.
CJonly  Ifyou check “Only without \TJonly  If you check “Only without f[TTonly  If you check “Only without {[TJonly  If you check “Only without
without a @ premium”, we will not withouta @ premium”, we will not withouta @ premium”, we will not ithouta @ premium”, we will not
; consider this an application h consider this an application . consider this an application . consider this an application
premium for programs that require a premium for programs that require a Jpremium for programs that require a premium for programs that require a
premium. premium. premium. premium.
12. Place of Birth Ousa O usA. OusaA O usA.
[ other Country [ other Country [ Other Country [ other Country
13. U.S. Citizenship or |[ves, a U.S. citizen Oves, aU.S. citizen Oves, a U.S. citizen Oves, a U.S. citizen

CINo, not a U.S. citizen

If no, what number is on your
immigration card? ID# A

14. Does this childor  |[Tlves If Yes, agency name: CYes If Yes, agency name: Cdves If Yes, agency name: Cdves If Yes, agency name:;
the child’s parent or
spouse work for a
state agency? [CINo CINo CINo [CINo
15. Name of parent(s) [Mother IMother IMother IMother
NOT in the home | | | I
(Needed for Medicaid) Father Father Father Father
16. Address and Phone [ unkvown [T peceasen O unkvown [T peceasen [ unkvown [T peceasen O unkvown [T peceasen
# of parent(s) NOT Street Street Street Street
in the home.
(Needed for Medicaid)  [City State Zip ||City State Zip  |City State Zip  |[City State Zip
Phone Phone Phone Phone
NOTES
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Name

Tell us about the income of everyone listed on this application. Types of income include self-employment, wages, child support,
Social Security benefits, Veteran’s benefits, disability benefits, retirement or pension income, educational grants or scholarships,
money someone gave or loaned you, interest on financial accounts, or any other money anyone listed on this application receives.

[. Isanyone listed on this application self-employed?
CINo  If no, continue to question J.
OYes When did this self-employment start?
How much is the average gross monthly income? Average monthly expenses?
Enter the self-employed person’s name: AND select one of the choices below.

[0 1donot expect a change in the amount of self-employment income | will receive this year from the amount of self-
employment income | received last year.
Attach most current Federal Tax forms: 1040, SE and applicable schedules such as C, C-EZ, E, F, and K-1.
If you do not have federal tax forms, attach proof of business income for the last and current calendar month. Include
copies of receipts for all business-related expenses. See page B for more information.

O 1 expect a change in the amount of self-employment income | will receive this year from last year's self-employment
income.
Attach proof of business income for the last and current calendar month. Include copies of receipts for all business-
related expenses. See page B for more information.

J. Please fill in all information about any other income of all of the persons listed on this application.

: Overtime
Name and address Telephone How often paid? Hours

Nan:gcgifv?ﬁ son Type of of employer, agency, financial number (weekly, biweekly, (be?(;?:?jgg:&ligzs) worked | Hourly V\r/](?rllir; 4 | Overtime
incomeg Income institution or person who provides of employer, | monthly, quarterly, received each time | PEFPY | rate er ba hourly rate

’ income agency or person|  yearly, etc.) period pperi% dy
$ per period $ per hour $ per hour
$ per period $ per hour $ per hour
$ per period $ per hour $ per hour
$ per period $ per hour $ per hour

Please attach proof of all income received during this month and last month by all persons listed on the application. If a person

receives income that is received quarterly, every six months, once a year, etc., attach proof of the last amount of income received.

Send proof such as:

v" Check stubs for each payday last month and this month or a letter or note from your employer showing your earnings for that period
before taxes and other deductions.

v A note or letter from the employer telling the value of anything other than money that someone in the household received for working
(free rent, etc.).

v' If you are paid according to a contract, send a copy of the contract.

v" A note or letter from anyone who gave or loaned you money telling the amount and whether the money was a gift or a loan.

v' Social Security, Veteran's Administration or industrial compensation letters, which show the amount you receive monthly.

v' Bank statements for interest or dividend income.

v" Proof of all child support payments received in this month and last month or a copy of your court order.

v If you do not have enough income to cover your monthly expenses (food, clothing, shelter, transportation, etc.) include a signed and
dated statement explaining how you pay for these expenses.

NOTES
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Name

K. Does anyone listed on this application expect a change in income during the next 6 months?

YES NO YES NO YES NO

Overtime [] [] Tips [] [] Seasonal Change [ ] []

Shift Differential [] [] Commissions [] [] Bonuses [] ]
Unpaid Leave Q Q Reimbursements such as gas, uniforms, mileage, etc. Q D_

If you checked YES, explain WHO, WHEN, HOW OFTEN and HOW MUCH it will change the amount of income received

L. Has anyone listed on this application lost a job in the last two months?

O No [ Yes ifyes, who: Date last worked Date last paid
(Attach proof of the amount paid from this job last month and this month.)

M. In the next 6 months, does anyone listed on this application expect to receive income from any other source (such as new job,
unemployment insurance, a legal settlement, etc.)?

0 No [ Yes Ifyes, explain who, how much and when:

N. Approximately, how much are your monthly expenses for food, clothing, housing, utilities, phone, car expenses, insurance,
court ordered payments like child support and alimony and other bills?

0. Does anyone help you with your monthly expenses or pay any of your bills?
O No [ Yes If yes, who helps you and how do they help you?

P. Is anyone listed on this application an employed person with a disability which is expected to last at least 12 months?
OO No [ Yes Iifyes, who:

Persons with disabilities who are employed may have a higher income limit.
Q. Is anyone listed on this application responsible to pay for medical services that were received this month or last month?

0 No [ Yes Ifyes, who: Who received the medical services?

R. Is anyone listed on this application billed for the care of any children or incapacitated adults so that a person listed on this
application can work? CONo [JYes Ifyes, list the information below.

What amount is How often? Telephone number of

Name of person cared for billed? (daily, weekly, monthly) Name of person providing care person providing care

NOTES
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Name

S. Is any 18 through 21 year-old listed on this application attending school? OYes ONo

Is any child under age 18 listed on this application employed and attending school?  OYes CNo
If you answered YES to either of the questions above, list the information below.

Name of student

Student
status

Expected
graduation date

Name of school

Telephone number of
school

CJFull time
[JPart time

CJFull time
[JPart time

T. Was anyone listed on this application who is younger than age 21 a foster care child through the Department of Economic

Security (DES) at the time of their 18™ birthday?
O No [ Yes Ifyes, who:

Persons under age 21 who were in Arizona DES foster care until their 18t birthdays are eligible for AHCCCS regardless of amount of income.

U. Does anyone listed on this application who is age 65 or older or disabled need nursing home care, respite care or hospice,
help with dressing, bathing, toileting, eating, or moving around inside their house, or therapies such as speech or

respiratory therapy?

OO No [ Yes Ifyes, who:

V. Does anyone listed on this application have health insurance coverage other than AHCCCS?
Did anyone listed on this application have health insurance within the last 3 months?

This person may be eligible for services through the Arizona Long Term Care System (ALTCS).

If you answered YES to either of the questions above, list the information below.

OYes ONo
OYes OONo

Name of person(s) covered

Insurance Company Name

Insurance Company

phone number Policy Number

If coverage ended,
date ended

W. Is there a court order for a parent who does not live in the home to provide medical support, such as health insurance, for a

child?

OO No [ Yes Iifyes, which child(ren):

X. Does any applicant have a current injury or illness because of an accident or medical malpractice?

OO No [ Yes Ifyes, who:

Y. Does anyone listed on this application have a chronic illness (medical condition that requires frequent and ongoing
treatment and that if not properly treated will seriously affect the person’s overall health)?

O No [ Yes Ifyes, who:

who:

Condition:

Condition:

Z. Does any child listed on this application have a serious illness that is not listed above (medical or mental condition that if
not treated may result in death, disability, disfigurement, or impaired functioning)?

O No [ Yes Ifyes, who:

who:

Condition:

Condition:

NOTES
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DECLARATIONS Name

Cooperation:

| understand that eligibility specialists from AHCCCS, DES, or KidsCare will
review my application for AHCCCS Health Insurance and will contact me if they
need more information.

| agree to:

e Provide all information and proof needed to make a decision on this
application;

o |dentify anyone who may be responsible for all applicants’ medical care,
including but not limited to: health and disability insurance, accident and
insurance claims, legal settlements and medical support orders;

e Report when any information that | have provided on this application
changes;

o Pay a premium, if required, by the monthly due date;

o Provide all information and proof to state or federal personnel who are
doing a quality control review of the eligibility of any person for whom
AHCCCS Health Insurance is approved; and

o Provide all information and proof to the DES Division of Child Support
Enforcement (DCSE) to obtain medical support from any parent who is absent
from the home. This may require establishing paternity. (This applies only if
you are a parent of a child younger than age 18 who is approved for Medicaid
and you are applying for Medicaid for yourself. You may claim good cause
for not providing information or proof if you can show that it could result in
physical or emotional harm to you or to the child.)

Premium:

I understand that if | agreed to pay a premium and one is required, that | must
pay the premium monthly by the due date or my AHCCCS Health Insurance
coverage will be stopped.

HIPAA Authorization to Release Information:

| agree to the release of personal and financial information from this
application, including supplemental forms and supporting information to
AHCCCS or DES for the purpose of determining eligibility for AHCCCS
Health Insurance.

| authorize:

o The eligibility agency to contact any sources needed to verify the information
needed to determine eligibility for AHCCCS Health Insurance is correct;

e The release of information from any source having information, including
protected health information that is included on financial billing records, when
needed to determine eligibility for AHCCCS Health Insurance;

e The release of information by AHCCCS or DES or its agents to an agency
hired to pay your medical bills; and

o The release of information to DES/Division of Child Support Enforcement
(DCSE), if I am the parent of a child who does not live with me and the child
has AHCCCS Health Insurance. DCSE may use this information to get a
medical support order; and

| understand that:

o | have the right to revoke this authorization at any time by sending a written
notice of revocation to AHCCCS. This authorization will be revoked when
AHCCCS receives the written revocation, but the revocation will not apply to
information that has already been released in response to this authorization.

e Unless revoked earlier, this authorization will expire when my application for
assistance through AHCCCS is withdrawn or denied, or when my eligibility
for assistance through AHCCCS ends.

o This authorization will continue during any time while | am contesting my
eligibility in an administrative hearing or court proceeding.

Assignment of Rights to Other Benefits for Medical Care:

| understand that if | am or members of my family are approved for AHCCCS

Health Insurance, AHCCCS can collect payment from any other parties who may

be responsible for paying for our health care costs. This includes:

o Private or employer-sponsored health insurance (not including Medicare)

e Persons, such as an absent spouse or parent, who are legally responsible
for providing medical support

o Private or employer-sponsored disability insurance

o Private or employer-sponsored accident insurance

e Insurance claims, jury awards, or legal settlements resulting from injuries

| understand that AHCCCS cannot collect more than the costs paid by AHCCCS.

| also understand that | must give information about other responsible parties

and take any action needed to receive medical support. This includes
establishing paternity of my children, unless | can prove good cause not to do

VERY IMPORTANT - SIGNATURE REQUIRED

. 3

S° a

We need your signature to process your application.

Statement of Truth: | swear under penalty of perjury that the statements made on this application and any other statements that | made (or will make) during the
application process are true and correct to the best of my knowledge. Photocopies | have provided (or will provide) are the same as the original document. | have read
and understand all of the information above, including the warning about possible criminal prosecution and penalties for providing false information.

8 Signature of applicant, responsible adult, or authorized representatived | Print your name (Last, First, MI) Date Relationship
Signature of other adult applicant Print your name (Last, First, M) Date Relationship
Signature of Witness if signed with a mark Print your name (Last, First, M) Date Relationship
If you want the eligibility agency to help you get proof from an employer, complete the section below.

| give permission for my employer to release any information needed to determine if | can get AHCCCS Health Insurance.

Signature of other working household members Print your name (Last, First, Ml) Date

Thank you for completing this application for AHCCCS Health Insurance.

Before you send this application, please check the following:

| answered all questions on the application.

OoOooOoon
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| put my phone number and mailing address on the application.

| attached proof of income for all persons listed on the application.
The applicant, responsible adult, or authorized representative signed and dated the application.
The other adults who are applying signed and dated the application.
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